Anomalous aortic origin of the left subclavian artery (LSCA) from the left pulmonary artery (LPA) is a rare congenital cardiac malformation. We describe a case of LSCA from the LPA via ductus arteriosus in association with a double-outlet right ventricle, which never has been reported previously in Korea.
CASE REPORT
Fetal echocardiography performed at 28 weeks of gestational age in a full-term 2,780-g male neonate showed a double-outlet right ventricle (DORV). The patient was born through a cesarean section with Apgar scores of 7 and 9 at 1 and 5 minutes, respectively. A physical examination demonstrated an acyanotic neonate without respiratory distress. The heart rate was 170 beats/min, and the respiratory rate was 54 beats/min. The blood pressure was 71/42 and 43/21 mmHg in the right and the left upper extremities, respectively. The left radial pulse was weak, but the right radial and femoral pulses were normal. The oxygen saturation was 95% in room air. Ischemic symptoms of the left arm, including pain, weakness, coldness, and a reduced limb length, may be present [3] [4] [5] [6] [7] . In a review of the 39 cases described by Luetmer and Miller [4] , we found that 5 patients had ischemic symptoms of the left arm and 5 had vertebrobasilar insufficiency. They reported that the ages of the symptomatic patients ranged from 22 to 53 years, and the symptom duration before diagnosis ranged from less than 1 year to 11 years. The authors suggested that initially asymptomatic patients may lose the ability to compensate for the steal phenomenon and that eventually symptoms may develop with age [4] .
The optimal therapeutic approach is still controversial.
Simple ligation of the LSCA, surgical reimplantation, device occlusion of the PDA, and follow-up have been described as therapeutic options. Most authors have suggested that simple ligation of the LSCA or PDA is effective. However, persistent isolated LSCA, which was not surgically reimplanted into the aorta, provides an anatomic substrate for a subclavian steal syndrome [4] [5] [6] [7] . Although this anomaly may be clinically asymptomatic, we recommend surgical correction before significant vertebrobasilar insufficiency or arm ischemia occurs. In our case, the LSCA was directly anastomosed with the LCCA to prevent symptomatic subclavian or pulmonary steal. Further, the patient now has normal growth of the left arm.
We think that very low operative mortality rates and high success rates justify a surgical approach in patients with isolated LSCA. Further, surgical reimplantation provides complete abolition of the anatomic substrate for the subclavian steal syndrome.
